. The magnitude of the initial curve was measured (when multiple curves were present, the magnitude of the largest one was used), and the magnitudes were divided into 5-degree groups (Fig. 4) . The distribution of the Risser sign in the 727 patients is shown in Figure   5 . The information on the total population was analyzed, and the patients were 
Age:
The incidence of progression decreased with increasing chronological age (Fig.  8) . However, it was not possible to correlate progression with bone age because an insufficient number of patients had had the radiograph of the hand that is required for determination of bone age.
Risser sign:
The incidence of curve progression decreased as the initial Risser sign increased (Fig. 9) . Thirtysix per cent of the patients with a Risser sign of zero or 1 had progression of the curve, whereas 1 1 per cent of the In actuality (Fig. 1 1) factor of B1 is used to increase the number of progressive curves that are identified, the number of false-positive predictions becomes even greater (Fig. 1 1) . It appears that with the data available it is impossible to predict with total accuracy which curve will progress and which will not. It is possible to determine the likelihood of progression at the initial examination, but only in a very general manner (Tables II and III). We calculated a progression factor by using only those factors that had a high correlation with progression: the magnitude of the curve (Cobb angle), the Risser sign, and chronological age:
. Several factors definitely correlated with the incidence of progression.
Cobb angle
The four-to-one ratio of girls to boys in our total series differs from that in school-screening7, indicating that fewer boys were referred for evaluation. 
